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INTRODUCTION:  Foreign  body  ingestion  has  been  a fundamental  subject  in  the  area  of  emergency  surgery.
The  problem  is encountered  across  all age  groups;  however,  it is  more  common  in  the pediatric  age
group.  Foreign  body  ingestion  is rare  in  adults  and  usually  occurs  accidentally  or in  those  with  psychiatric
problems,  behavioral  disorders,  emotional  disturbance,  mental  retardation,  or  impaired  judgment  caused
by  alcohol  use.
PRESENTATION  OF  CASE:  A 33-year-old  Caucasian  man  with  chronic  schizophrenia  was  admitted  to  the
emergency  department  with  signs  of upper  gastrointestinal  discomfort  as  a result  of  ingestion  of  a lower
dental  prosthesis.  An  abdominal  X-ray  showed  the  swallowed  dental  prosthesis  in  front  of the  vertebral
column.  A  technique  comprising  gastrotomy  and  duodenal  kocherization  was used  to  remove  the  dental
prosthesis;  the  prosthesis  could  not  be  removed  endoscopically  due  to  its  ﬁxed position  on  the  duodenal
wall.
DISCUSSION:  Surgery  of  the  duodenum  is  difﬁcult  and  carries  high  mortality  and  morbidity.  Therefore,
endoscopy  should  be the  ﬁrst  choice  for patients  in  whom  a foreign  object  is  demonstrated  to be ﬁxed
in  the  duodenum.  In cases  where  endoscopic  extraction  fails,  surgery  should  be  considered.  During
surgery,  foreign  bodies  should  be  removed,  paying  meticulous  attention  not  to  harm  the integrity  of
the  duodenum.
CONCLUSION:  The  technique  presented  in  this  study  was  performed  successfully  without  any  injury  to
the  duodenum.
ical A© 2012 Surg
. Introduction
Foreign bodies in the gastrointestinal tract are a well-described
ondition, especially in mentally handicapped patients.1 Insti-
utionalized patients with psychosis or people with dentures
onstitute the largest group of those who ingest foreign bod-
es. Foreign bodies are passed spontaneously in 80–90% of cases;
owever, 10–20% of patients require endoscopic removal and <1%
equire surgery.1–11 Patients with prior abdominal surgery, acute
ngulation, physiological narrowing in the gastrointestinal tract,
r congenital gut malformations are at an increased risk for com-
lications such as obstruction or perforation.11 In this study, we
emoved a dental prosthesis from its ﬁxed position on the duode-
al wall using a composite technique comprising gastrostomy and
uodenal kocherization, without giving rise to any complications.∗ Corresponding author. Tel.: +90 412 2580050; fax: +90 412 2580052.
E-mail  address: akbulutsami@gmail.com (S. Akbulut).
210-2612     ©  2012 Surgical Associates Ltd. Published by Elsevier Ltd. 
ttp://dx.doi.org/10.1016/j.ijscr.2012.03.031
Open access under CCssociates Ltd. Published by Elsevier Ltd. 
2. Case report
A  33-year-old Caucasian male patient with chronic schizophre-
nia was admitted to our emergency unit with a 7-day history of
epigastric pain, bilious vomiting, and severe nausea. A case history
obtained from the patient’s relatives revealed that he acciden-
tally swallowed his lower dental prosthesis 1 week previously
and had gradually worsening abdominal pain since that time.
During inspection, the lower dental prosthesis was noted not to
be in its place and oral hygiene seemed to be poor. Body mass
index (BMI) was calculated as 47.5 kg/m2. Palpation revealed no
pathological ﬁndings other than minimal abdominal tenderness.
All blood biochemical values were normal, except for leukocyto-
sis (23,800/mm3). A radio-opaque object suggestive of a dental
prosthesis, lying immediately next to the vertebral column, was
identiﬁed by abdominal plain X-ray (Fig. 1). The patient was hospi-
talized with the intention of clinical follow-up, but he kept refusing
to take oral nutrition. The patient at ﬁrst underwent an upper gas-
trointestinal endoscopy procedure. Although the dental prosthesis
Open access under CC BY-NC-ND license.was endoscopically observed to be ﬁxed to the intestinal wall in the
third part of the duodenum, we  failed to remove it by endoscopic
means. Despite 3 days of conservative management, failure of the
foreign body to progress through the gastrointestinal tract made
 BY-NC-ND license.
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pig. 1. Abdominal X-ray showing the swallowed dental prosthesis in front of the
ertebral column.
urgery necessary. After laparotomy, the prosthesis was conﬁrmed
o be located in the duodenum. A 4-cm gastrotomy was  created
hrough the anterior surface of the gastric antrum, preceded by
uodenal kocherization. After supporting the posterior surface of
he kocherized duodenum with the surgeon’s right hand, forceps
ere inserted by the left hand into the antrum, thereby removing
he prosthesis (Fig. 2). No problems were encountered during the
ostoperative period.
Fig. 2. The dental prosthesis was withdrawn from the gastrotomy.PEN  ACCESS
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3. Discussion
Foreign body ingestion is encountered across all age groups;
however, it is more common in the pediatric age group, and the
peak incidence is between 6 months and 6 years.1,6 This problem is
rare in adults and usually occurs accidentally. True foreign object
ingestion occurs more commonly among those with psychiatric
disorders, mental retardation, or impairment caused by alcohol,
or those seeking some secondary gain with access to a medical
facility.1,3,6
The ingestion of foreign bodies is a well-documented clinical
event, with most objects passing through the gastrointestinal tract
without any complications.5 To summarize, foreign bodies with
smooth edges usually do not pose signiﬁcant problems, but a sharp
foreign object that is not retrieved at the earliest opportunity may
penetrate the wall and cause complications.4 Complications, such
as impaction, perforation, or obstruction, most often occur at areas
of acute angulation or physiological narrowing in the gastrointesti-
nal tract. Risk factors that increase the probability of perforation
include the presence of intrinsic bowel disease, such as adhesions,
inﬂammatory bowel disease, tumors, diverticula, hernia, or blind
segments.11
When foreign bodies cause serious complications, such as
obstruction,5,6 ﬁstulas,1 or perforation of the digestive or respi-
ratory tracts, some type of intervention is necessary, including
endoscopy8,9 or surgery8,10 to prevent abscesses,3 peritonitis,7 and
mediastinitis.8 If the object remains motionless for 3 days in the
intestine or 1 week in the stomach, surgery is required.3,8 When
complications occur, there is a relatively high rate of mortality, with
death rates as high as 1500 deaths per year in the United States.1
Therefore, a deﬁnitive consensus should be reached regarding what
type of treatment should be given to which patients in advance of
the development of complications. The contours and size of the
object swallowed, previous abdominal surgery, and the medical
and psychosocial characteristic of the patients should be taken into
consideration during this decision-making process.
In  conclusion, surgery of the duodenum is difﬁcult and carries
high mortality and morbidity. Consequently, endoscopy should be
the ﬁrst choice for patients in whom a foreign object is demon-
strated to be ﬁxed in the upper gastrointestinal system. In cases in
which endoscopic extraction fails, surgery should be considered.
During surgery, foreign bodies should be removed, paying metic-
ulous attention not to harm the integrity of the duodenum. The
surgical technique performed in the manner described above is the
most appropriate approach. Grasping the duodenum with the palm
of the right hand after kocherization is pivotal in this process.
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